for troops. The practice is mainly rural with farming being the principal industry: the lowlands cultivated for crops and the hills grazed by sheep. Many small villages lie scattered through the countryside linked by country roads, but the area is also traversed by main trunk roads and motorways running from the province to Belfast and the port of Larne. The practice is based at Ballyclare Health Centre with a patient population of 13,854 who are looked after by six doctors and a practice team of 31. In 1989, 34,108 consultations took place at the health centre and 6,827 home visits were made. This is a patient/doctor contact of 3 0 per annum. Tonight, I want to concentrate on one aspect of general practice care which is often overlooked but is nonetheless important, an aspect in which we in Ballyclare have had a special interest and have therefore developed it to a greater degree than many other practices. Emergency care, or to give it its modern name immediate care, I define as the provision of early comprehensive medical care by a skilled practitioner with the appropriate equipment. In the nine months from 1 June 1989 -31 March 1990 we received 147 calls requesting urgent medical assistance. Twenty -eight (19. 1 %) of the call -outs were for trauma and 129 (80-9 %) were for serious illness. Eighty -one (55 -1 %) of the patients attended were male, 66 (44 -9 %) were female and the ages ranged from birth to 96 years. The timing of the call-outs showed that the greatest frequency was in the early morning for illness, and in the late afternoon for accidents. The quietest period was from 10.00 am to 4.00 pm. Cardiac conditions were the commonest reason for requesting an urgent call-out, with 43 (29.3%) recorded. Trauma 28 (19.1%) was the second commonest; and conditions affecting the central nervous system, 20 (13-6%) third commonest. (Table 1 4The Ulster Medical Joumal respiratory tract infection which may or may not have required therapy, requires all the general practitioner's skill and empathy, particularly as the involvement of the police has to be explained to the parents and also the requirement for a post mortem examination. The delivery of a baby in the ambulance took place at 5.00 am. I received a call from the ambulance control asking me to attend an ambulance at the roadside where a patient was being delivered by ambulance personnel. On arrival I found two ambulancemen, a mother with a newly delivered baby, third stage incomplete, and her husband in the ambulance. On examination, the placenta had separated and I delivered it and was about to give syntometrine when I noticed the ambulanceman who had performed the delivery on his knees at the front of the ambulance. He was complaining of severe chest pain radiating into his shoulders, and as I looked at him he collapsed, losing consciousness. We lifted him on to the stretcher, applied the monitor leads to his chest and discovered a heart rate of 30 per minute. This responded rapidly to atropine intravenously, increasing to 80 per minute. He regained consciousness, still complaining of his pain. The electrocardiograph showed no evidence of infarction. The pain was relieved by diamorphine and his condition stabilised. I then returned to the baby, clamped the cord, separated the placenta but unfortunately my only ampoule of syntometrine had dropped to the floor and smashed. Despite this being her fifth child she did not bleed, and both mother and baby are well. Unfortunately, the ambulanceman died the following day and a post mortem revealed he had a dissecting aneurysm. The mother was naturally upset at his death. Respiratory conditions accounted for 12% of the call-outs ( Abdominal conditions necessitated 13 emergency call-outs (Table IV) male. This was a surprising finding and constituted over 13 % of the work. Febrile convulsions accounted for four, and three of these required treatment with rectal diazepam prior to admission to hospital. Epileptic attacks were diagnosed in eight patients and in three of these patients it was the first attack. Two patients, a man of 83 and a girl of 16 required hospital admission, both with first attacks. Nine patients (45%) in the group were admitted to hospital, and 1 1 managed at home. Two deaths occurred: a male with a cerebrovascular accident, and a girl of 22, known to be epileptic, was found dead in bed the cause of her death being aspiration of stomach contents. spray, glyceryltrinitrate tablet or nifedipine capsules to relieve the anginal pain. If this failed diamorphine was given intravenously in sufficient quantity to relieve the pain. All had an electrocardiograph performed to rule out infarction, and blood samples for cardiac enzymes were taken from the five patients managed at home. Eight patients with angina were admitted to a coronary care unit, all of whom had required diamorphine to relieve the pain prior to admission. None of the patients in this group were subsequently shown to have suffered a myocardial infarction. Thrombolytic agents have been used increasingly in the past few years in hospitals. Information is required as to the optimum time to give the drug. We now carry anistreplase (Eminase) but because the majority of our patients are admitted to the Waveney Hospital coronary care unit where the consultant cardiologist (Dr Wilson) is involved in the APSAC European Study, we have been requested not to use a thrombolytic agent prior to the arrival of the cardiac team so that these patients can be included in this study. However, patients who are admitted to other hospitals are considered for the administration of anistreplase and the first such patient -a man of 65 with no previous cardiac symptoms -was given it just following the end of this survey. He is alive and well with no post infarction angina -he did, however, have an episode of ventricular fibrillation when the drug was being given but this responded immediately to a DC shock. The use of the defibrillator can be life-saving. In this short study it was used on three occasions on seriously ill patients but a normal rhythm was not re -established. In a previous much larger survey of our patients, a rhythm was re-established in 39% and long term survival was 22%. We have found it necessary to practise resuscitation on a regular basis. The giving of a DC shock is easy as long as you remember the right buttons to press on the machine! Immediate care for accident victims I have kept to the end. It has been a feature of this practice for some 25 years since we first developed an accident unit which enabled a doctor carrying the appropriate equipment to be alerted early by ambulance control, police or public when an accident with injury occurred. The accident equipment includes a resuscitation box, splints, stretcher and blankets and 50 % nitrous oxide and oxygen (Entonox). A yellow jacket with "doctor" on it is used at the scene. This enables the fire, ambulance and police personnel to identify the doctor and very much aids communication and rescue. The principles of immediate care for accident victims are 1, Do not increase the injuries by unnecessary movement; 2, Stabilise the patient's condition -maintaining airway, arresting bleeding, maintaining circulatory volume, splinting major fractures; 3, Treat and prevent shock; and 4, Plan movement. The prevention of shock is important. Once it has become established it is hard to reverse. So think in terms of 1, Relieving the pain; 2, Maintaining the body heat; 3, Maintaining circulation volume; and 4, Reassurance. The commonest causes of death caused by trauma are obstruction to the airway, haemorrhage (often internal) and cervical spine injury. The object of immediate medical care is to prevent early deaths, one third of which occur before the injured reach hospital and a further third occur in the first 24 hours. Poor care at the scene of the accident is sometimes a contributory factor. Twenty-eight call-outs for trauma were recorded (19%). (Table VII ). The majority, 16 (57%) were for road traffic accidents, seven for home accidents, three for sports injuries and two for gunshot wounds. The commonest type of injury was to the head, in 14 patients, five of whom were unconscious. Major fractures were recorded in eight. Three victims were confirmed dead on the doctor's arrival. Twenty patients (71 %) were taken by ambulance to hospital accident and emergency departments. Three of these required intravenous fluids prior to moving. Five (18%) were cared for at home and three bodies were removed to the mortuary after death was confirmed. As far as I can ascertain there was only one late death in this group, an overall mortality rate of 14%.
(C) The Ulster Medical Society, 1991. The last accident I attended a few weeks ago occurred at 11.20 pm when I received a call from ambulance control asking a doctor to attend a serious accident where a car had gone under a lorry. I arrived to find an articulated lorry on fire and half a car: the front half was missing. I later discovered it under the lorry, and the body of the driver in the ditch. Death was confirmed using a cardiac monitor. A second accident occurred in the main street of Ballyclare at 3.00 am when a car wrapped itself around an electricity pole trapping the driver's legs, both fractured and lacerated, under the passenger seat and the dashboard. You will appreciate the difficulty in caring for a trapped victim for 40 minutes until the fire service could cut his fractured legs free. Pain relief was obtained by using 50% nitrous oxide and oxygen (Entonox) and his circulatory state was monitored by pulse rate and volume.
AUDIT
The emergency call -out is a small proportion of the total requests for home visits, only 6 -9%, but nevertheless it is an important part where the doctor can influence not only morbidity but mortality. In this series 78 (54%) patients were admitted to hospital, 48 (33%) were managed at home and 19 (13%) were found to be dead. In an attempt to audit this work the doctor attending each call -out was asked to assess the significance of the medical input. In 44 (32%) of the cases, this input was thought to be "very significant", in 61 (45%) "significant" and in 31 (23%) "of little significance". The last figure included the call -outs when the patient was dead on arrival. The estimated time taken from receiving the request for help and arriving with the patient ranged from three to 25 minutes, average 11 minutes. The time involved with medical treatment at the scene ranged from three to 90 minutes, mean 34 minutes. General practitioners will understand that 34 minutes in the middle of a day is a significant period to be away from the consulting room or from home visits. The busy practice has to make the necessary alteration to the day's routine work to cope when required, and this usually necessitates the other partners seeing extra patients. 
